ABSTRACT The medical records of 118 patients (86 male, 32 female, age 10-50 (mean 27) years) who underwent pericardiectomy for constrictive pericarditis at
Introduction
Constrictive pericarditis is the end result of a chronic inflammatory process that produces a fibrosed, thickened, constricted pericardium around the heart with limitation of diastolic ventricular filling. As the encompassing scar shrinks the heart is compressed further, especially the right heart and the great veins.
As early as 1898 DeLorme conceived the idea that pericardial resection for this condition might be feasible, and subsequently Churchill in 1929 (table 1) . The disease was most prevalent in the age range 11-40 years and less prevalent in the very young and old. There was a male preponderance with a male: female ratio of 2-7:1. The duration of the symptoms varied from one to 15 (mean 6) years. Our patients were referred from different hospitals and before referral many were extensively investigated and treated for various suspected hepatic, malignant, and cardiac disorders.
Bashi, John, Ravikumar, Jairaj, Shyamsunder, Krishnaswami 34 28 Respiratory insufficiency 25 21 Fig group.bmj.com on July 6, 2017 -Published by http://thorax.bmj.com/ Downloaded from dial portions of the cavae and pulmonary veins, the only important haemodynamic abnormality that is consistent is impairment of ventricular diastolic filling.' There is an apparent encasement of the ventricles with impaired systole as a result of myocardial lesions. These two factors offer a plausible explanation for the low stroke volume, pleural effusion, ascites, oedema, and engorged neck veins. Several patients showed altered liver function, some with a protein losing enteropathy as described.'" The diagnosis is frequently overlooked for many years, early clinical findings being subtle and the specificity of the common non-invasive tests low.3 111213
Tuberculosis is the leading cause of constrictive pericarditis in the Third World and in our study 72 patients (61%) had proved tuberculosis according to histopathological findings. Two patients also had mitral stenosis and a past history of rheumatic fever. McCoughan and colleagues'4 were able to identify a specific aetiological factor in only 27% of their patients and Blake and colleagues'5 in only 34%. In the very early report from Massachusetts General Hospital tuberculosis was the proved cause in only 17%.16 Tuberculosis remains a major cause of constrictive pericarditis in Third World countries where pulmonary tuberculosis remains endemic.'217-' Non-infective processes leading to a pericardial inflammatory response include irradiation,2"-22 haemopericardium,"'323 collagen diseases,226 and metabolic infiltration.27
Cardiac surgery has also been implicated; the incidence of constrictive pericarditis after cardiac surgery is reported to be around 0I15% M 2130 The striking male to female ratio of 2-7:1 in this study is at variance with the ratio of 1:3 reported by Wood3' and 1:1 reported by Gupta.32 The disease occurred most frequently in the second, third, and fourth decades of life in our series, as noted by Levine.33 The presence of ascites without oedema may lead to an erroneous diagnosis of abdominal tuberculosis,3' though in most of our patients ascites was associated with peripheral oedema. We assume that ascites and peripheral oedema are in great measure the result of the protein losing enteropathy. The high incidence of cardiac arrhythmias reported by Wood was not seen in our series, perhaps because our patients were younger.
Contrary to the belief that the cardiac shadow on the chest radiograph in constrictive pericarditis is either normal or slightly enlarged,3' we found that it was definitely enlarged in half of our patients. 
